negative streptococci at 48 h. Treatment with intravenous Co-amoxiclav was started for presumed pyelonephritis. Teicoplanin and Rifampicin were continued. After 48 h, her temperature remained in the range of 37.6-38. 3 C with occasional spikes to 39 C ( Figure 1 ). The patient was treated with Co-amoxiclav for pyelonephritis. Even though the patient looked well, her C-reactive protein level continued to rise ( Figure 2) . A synovial fluid aspirate showed scanty pus cells and no growth at 48 h. The orthopaedic surgeon felt that local symptoms were related only to recent surgery not to a new knee infection. Drug fever was suspected because the patient had remained febrile despite a repeat normalised midstream urine culture. This was discussed with the microbiology consultant and both Teicoplanin and Rifampicin were discontinued on day 3 of admission.
Treatment and outcome
The patient recovered when both Teicoplanin and Rifampicin were discontinued. Her inflammatory markers and white cell count started to normalise but she remained pyrexic for 3 days after discontinuation of Teicoplanin and Rifampicin (Figure 1 ). The patient declined further inpatient investigations and was later discharged from hospital with a 14-day course of Co-amoxiclav. She remained well.
Discussion
Drug fever is characterised by a febrile response coinciding temporally with the administration of drug in the absence of any other conditions that may cause fever. 1 The single consistent characteristic of drug fever is the resolution of the febrile reaction when the responsible agent is stopped. It is frequently misdiagnosed since temperature is one of the parameters we associate with infectious disorder. 2, 3 The fever may arise from the drug's pharmacologic action, its effects on thermoregulation, a local complication following parenteral administration or an idiosyncratic response. 1 The key to diagnosing drug fever in any patient is to consider it in situations when fever does not correspond with the likely infection. The median time from the initiation of a causal agent to the onset of fever ranges between 5 and 10 days. 4, 5 Longer interval times were seen with other agents. The clinician must not assume that the patient will not develop fever just because he has taken the medication for more than a month. 4, 5 Drug fever may have any pattern; with fever that typically resolves within 48-72 h; depending on the type of agent, its elimination rate and the patient's co-morbidities. [1] [2] [3] Patients are usually disproportionately well and may lack the tachycardia that typically accompanies an elevated temperature. Individual reaction ranges from maculopapular rash, bronchospasm to facial swelling. Other findings include normocytic anaemia and an elevated erythrocyte sedimentation rate that are not helpful in narrowing the differential diagnosis. 1, 4 Our patient presented with fever and symptoms suggesting pyelonephritis and/or septic arthritis. Recurrent isolation of coagulase-negative staphylococci and splinter haemorrhages leave little doubt that a serious infection is present and endocarditis, likely. Absence of vegetations on transoesophageal echocardiogram and murmur does not rule out endocarditis. Additionally, the C-reactive protein and WBC support an infectious explanation. We were unable to exclude an underlying infective process; hence, the decision was to treat her with Co-amoxiclav on top of Teicoplanin and Rifampicin. Septic arthritis was excluded with a normal joint examination and a negative synovial fluid aspirate. Results for a crystalline arthritis were negative. The positive urine culture raised the likelihood of E. coli pyelonephritis and failure of further pathogen growth on culture might be due to co-amoxiclav administration. However, the lack of response to 5 days of Co-amoxiclav therapy, rising C-reactive protein levels and the persistent temperature spike had caused concerns. Drug fever was worth considering because the patient appeared well and was not mounting a tachycardic response to the underlying unresolved infection. The discontinuation of Teicoplanin and Rifampicin had led to resolution of fever. However, it remains unclear if the normalization of C-reactive protein is partially contributed by the resolution of the underlying pyleonephritis. The persistence of drug fever by Teicoplanin has been described sporadically in various case reports (Table 1) . [6] [7] [8] [9] [10] Fever, on the other hand, is rarely associated with Rifampicin. The common symptoms are cutaneous reactions, chills, headache, malaise and in rare cases thrombocytopenia and acute renal failure.
Learning points
In our case, while we cannot say for sure if infection is responsible for the patient's symptoms, drug fever is certainly one differential that we should not exclude. We want to remind clinicians to keep this diagnosis in mind after elimination of other potential causes of fever of unknown origin. A case of a 47-year-old woman with cervical spine infection who developed fever, bilateral neck lymphadenopathy, wheezing and increased C-reactive protein after 11 days of Teicoplanin therapy. The patient's symptoms settled over 1 week following withdrawal of Teicoplanin
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Case report of a 38-year-old man who experienced a fever of about 38-39 C when the Teicoplanin dose was increased from 400 to 600 mg. It took 9 days for the fever to subside to a temperature of about 37 C upon discontinuation of Teicoplanin
